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Cutter/2.5 cc. Hypertussis, a crystal-clear homolo- 
gous protein, contains the gamma globulin equiva- 
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specific anti-pertussis fraction is concentrated 10- 
fold to obviate the pain and inconvenience associ- 
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of “a thimble full of dosage for a handful of baby.” 
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secondary infections. Because 2.5 cc. Hypertussis is 
concentrated from human venous blood, allergic re- 
actions are rare. 


2.5 cc. Hypertussis is supplied in 2.5 cc. (one dose) 
vials, ready for immediate intramuscular injection. 


For whooping cough treatment or passive prevention 
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CUTTER Laboratories —< ‘ 


BERKELEY, CALIFORNIA 
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DR. M. S. HART HEADS EL PASO COUNTY 


MEDICAL 


President of the El Paso County Medical 
Society for 1953 is Dr. Maynard S. Hart. 
Dr. Robert B. Homan, Jr., is president-elect 
and Dr. Joe R. Floyd is vice-president. Dr. 
Gordon L. Black was re-elected secretary- 
treasurer. 

Dr. Hart’s parents 
were Dr. and Mrs. 
B. M. Hart of Chi- 
cago, and his father 
was practicing medi- 
cine in the Windy 
City at the time of 
the new El Paso So- 
ciety president’s 
birth. Dr. B. M. Hart 
is still actively prac- 
ticing, now in Long 
Beach, California, in 
which state also live 
his two daughters, 
Dr. Maynard Hart’s 
sisters. 

Dr. Maynard S&S. 
Hart was educated in 
the public schools of 
Oneida, South Dako- 
ta, where his father 
had moved his prac- 
tice. He took one year 
at the University of 
South Dakota, then 
transferred to North- 
western University 
where he received 
both his B. A. and 
M. D. degrees, the 
latter in 1936. 

He interned at Wesley Memorial Hospital 
in Chicago, then took his residency as a fel- 
low in pathology at University Hospitals, 
Oklahoma City. From there he moved to 
El Paso in 1940 and became associated in 
practice with the late Dr. John Cathcart 
and Dr. C. H. Mason. 

Dr. Hart was commissioned a captain in 
the medical corps of the United States Army 
in 1942 and almost immediately shipped for 
Australia. There he was made commanding 


Dr. Maynard S. Hart 


SOCIETY 


officer of the Fifth Army Medical Labora- 
tory, and he commanded that unit throughout 
the war, going with General Douglas Mac- 
Arthur’s victorious forces all the way into 
Japan. Successively Dr. Hart served in cam- 
paigns in Australia, New Guinea, Nether- 
lands East Indies, 
the Philippine Islands 
and Japan. He was 
discharged in 1946 as 
a lieutenant colonel 
and returned to El 
Paso to his home and 
practice. 
In 1936 Dr. Hart 
married the former 
Phyllis Irby of Cairo, 
Illinois. They have 
two children, Linda, 
15, a student at Aus- 
tin High School of 
El Paso, and Philip, 
12, a pupil at Crock- 
ett Grade School. 


Dr. Hart is a found- 
ing fellow of the 
American College of 
Pathologists, a fel- 
low of the American 
Society of Clinical 
Pathologists, and a 
diplomate of the 
American Board of 
Pathology. He is a 
former president of the El Paso City-County 
Health Board, former chairman of the Can- 
cer Committee of the El Paso County Medical 
Society, and former director of the El Paso 
Tumor Clinic. 

He is a member of St. Alban’s Episcopal 
Church in El Paso, and he is a blue lodge 
Mason. 


His principal and time-consuming hobby 
is medical photography. 
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ENZYMATIC LYSIS OF RESPIRATORY SECRETIONS BY 
AEROSOL STREPTOKINASE - STREPTODORNASE 


By Robert J. Antos, M. D., Phoenix 


Two years ago (January 1951) I was 
called to attend a patient sent to Arizona by 
her physician in Michigan. The patient, a 
forty-seven year old white woman, had 
chronic bronchiectasis of long standing. For 
the past five years her condition became 
progressively worse, to the point where she 
was raising up to two liters of thick, ropy, 
foul smelling sputum every twenty-four 
hours. The sight I saw when I first saw this 
patient was appalling. 


The husband had driven out from Mi- 
chigan with his wife in obvious respiratory 
and cardiac failure. They had along a small 
suction machine which the patient (and 
sometimes the husband) would use to get 
the hard, sticky sputum from the throat. At 
times the sputum was sa tenacious the pa- 
tient would put her fingers into her throat 
and “dig it loose.” 


During the winter and spring the patient 
was given massive doses of penicillin and 
stroptomycin with no improvement. Her 
chest remained full of rales, the sputum 
copious and thick, the orthopnea persisted 
although it was slightly improved by di- 
gitalization. Terramycin gave a temporary 
improvement in lessening some of the 
sputum, but not its tenacity. 


SEVERAL PAPERS 


In June of 1951 there appeared several 
papers on streptokinase-streptodornase, so 
I wrote to the manufacturer for information 
about its use in this case. The reply was that 
its use in bronchiectasis had proved to be 
of little value. 


The patient was showing little im- 
provement, so it was thought that a trial 
would do no harm. Sputum cultures were 
made. Acid fast bacilli were not found on 
three separate specimens. The culture proved 
to be almost entirely a growth of a non- 
hemolytic streptococcus with a smattering 
of Proteus. Antibiotic sensitivity tests in- 
dicated the organism to be resistant to 
penicillin, bacitracin, streptomycin, and 
aureomycin; it was slightly sensitive to 
terramycin and chloromycetin. 

The Streptokinase-Streptodornase was 
made up into a solution containing 100,000 
and 25,000 units dissolved in 20cc normal 
saline solution. The patient was instructed 
to inhale the vapor through an ordinary ne- 
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bulizer attached to a tank of oxygen which 
was kept at her bedside because of her 
dyspnea. 


STARTLING RESULTS 


The results were startling. The very next 
day after starting the inhalation the patient 
did not use the suction machine, nor did 
she have to dig after hard, tacky sputum. 
The sputum seemed to increase in amount, 
but the patient was able to cough it out much 
more easily. By the third day the sputum 
was completely liquid and the dyspnea began 
to subside. She continued this therapy five 
or six times daily for several weeks, and 
then the sputum began to diminish. At 
present she uses the inhalations only oc- 
casionally when she feels the sputum is 
getting ropy. She still raises a pint a day, 
but she is now able to do her own housework. 
She can sleep flat without digitoxin. She 
never expects to be rid of the disease, but 
as long as she can cough out the liquid 
sputum she considers herself well off 
compared to the bedridden cripple she was 
two years ago. 

I had tried this same treatment on several 
other cases of bronchiectasis in the past two 
years and the results were very disappoint- 
ing. Consequently, I dropped the method. 
Recently the aerosol treatments with acetic 
acid, Trypsin, etc., revived my interest when 
I again encountered a patient with chronic 
bronchiectasis from whom there was a 
cultured non-hemolytic streptococcus. 

This patient was a white adult male, 
twenty-seven years of age. He was sent 
down to Phoenix by his physician. Sputum 
cultures showed non-hemolytic streptococci. 
The sputum was thick and ropy and often 
difficult to expectorate. Streptokinase- 
Streptodornase (100,000 and 25,000 units) 
was dissolved in 20cc: saline solution and 
the patient was instructed to give himself 
inhalations. In forty-eight hours he noticed 
definite decrease in the tenacity of the 
sputum. Once the sputum was liquified he 
was able to get along on one inhalation daily. 


CONCLUSIONS 


Here are two cases of chronic bron- 
chiectasis that were helped by aerosol lysis 
of ropy secretions by Streptokinase-Strep- 
todornase. In both cases cultures showed a 

(Continued on Page 128) 
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De Kebus Medicis Ct Politicis 


BY ROBERT B. HOMAN, JR., M. D., EL PASO, TEXAS 
MEMBER OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL ASSOCIATION 





NO POOH-BAH? 


In the Gilbert and Sullivan operetta, “The 
Mikado”, there is a character named “Pooh- 
Bah”, who holds a great number of absurd 
titles of high and unrelated offices in the 
government. He could have been the pro- 
totype of our present batch of bureaucrats— 
all rolled into one! But now we have it on 
the highest authority that our government, 
under the present administration, is not 
going to be the big “Pooh-Bah” in the field 
of medical care. Let us hope so, for this 
character’s official title was “Lord High 
Everything Else”. 


The authority referred to above is none 
other than President Eisenhower, who 
became the first President to address the 
House of Delegates of the A. M. A. in the 
106 years of its existence. At a called session 
-of the House on March 14th, to consider its 
action on the President’s Reorganization 
Plan No. 1 for 1953, the delegates were 
honored by addresses by the President, the 
majority leader of the Senate, Mr. Taft, and 
by the Honorable Walter Judd, the doctor 
Congressman from Minnesota. All urged the 
House to support the Reorganization Plan. 


ENERGETIC IKE 


Among other things, the energetic and 
smiling Ike said, “I don’t like the word 
“compulsory” and I am against the word 
“socialized”. Everything about such words 
seems to me to be a step toward the thing that 
we are spending so many billions to pre- 
vent; that is, the overwhelming of this coun- 
try by any force, power, or idea that leads 
us to forsake our traditional system of free 
enterprise”. 


Reorganization Plan No. 1 of 1953 would 
change the Federal Security Agency into an 
Executive Department of Health, Education, 
and Welfare, thus elevating Mrs. Oveta Culp 
Hobby to the position of a Cabinet Member. 
The plan differs from previous such plans 
in that it creates an office of special As- 
sistant to the Secretary who would be a 
“recognized leader in the medical field with 
wide non-governmental experience’. He 
would be appointed by the President and 
confirmed by the Senate, as would all of 
the top officials in the Department, includ- 


in the Commissioner of Social Security, 
who is thereby removed from Civil Service 
regulations. 

The Special Assistant to the Secretary 
will be the top staff policy adviser to the 
Secretary on health and medical matters, 
will represent the Secretary in important 
external relationships of the Department 
with national and international bodies con- 
cerned with health and medical matters, 
and will, as needed, coordinate related health 
and medical programs within the De- 
partment. (In the Department are the fol- 
lowing: the U. S. Public Health Service, the 
Social Security Administration, including 
the Children’s Bureau, the Food and Drug 
Administration, the Office of Vocational 
Rehabilitation, and St. Elizabeth’s Hospital) 
The Special Assistant has his work cut out 
for him! 


ENTRENCHED BUREAUCRACY 


Both Senator Taft and Congressman Judd 
called attention to the “entrenched bureau- 
cracy” in this and other governmental agen- 
cies and departments of the government made 
possible through Civil Service regulations. 
They stated that the proposed plan offered 
the only chance to clean out the Federal 
Security Agency of its “entrenched bu- 
reaucrats”. The change, then, was a matter 
of expediency to allow the Republican phil- 
osophy of government to assert itself un- 
hampered by hangers-on from the previous 
administration, who have a different “phil- 
osophy of government”. 

Truthfully, neither the A. M. A. Board 
of Trustees nor the House of Delegates had 
much choice in the matter—for the plan 
was going to be put into effect whether we 
liked it or not. The Board and the Legislative 
Committee spent many days in consultation 
with the Administration officials on this 
matter. The addition of the Special Assistant 
on Medical and Health affairs was looked 
upon as “a step in the right direction”, and 
does, in fact, elevate health matters to a high 
position in the Department. But in the 
future, this office could easily turn out to 
be the spring-board for a “Pooh-Bah” of 
medicine. A great deal depends on what 
philosophy the Special Assistant represents. 
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APHORISMS 
TRUTHS AND CONCEPTS 
CONCERNING NEURO - PSYCHIATRY 


By Andrew M. Babey, M. D., Las Cruces, N. M. 


1. “Many untreated or inadequately 
treated neuroses stabilize on a plateau, which 
is half-way between health and a complete 
mental breakdown, without reaching either 
a spontaneous cure or a spontaneous de- 
compensation.”—Lawrence _S. Kubie, Bul- 
letin of the New York Academy of Medicine, 
p. 557. 


2. “In most of us there is a carry-over 
from childhood of the feeling that if we do 
not think about something, and if we do not 
talk about it, it won’t happen.”—Lawrence 
S. Kubie, Bulletin of the New York Academy 
of Medicine, p. 559 loc. cit. 


3. “The popular idea that intensive 
psychotherapy is an emotional bubble bath 
is far from the truth, as I am sure you all 
realize. It is as tough an experience as a 
human being can undergo. And unless the 
patient comes with his own urgent and in- 
sistent demand for help, he is not likely to get 
much out of his treatment.”—L. S. Kubie, loc. 
cit. p. 564. 


4. “Such experiences have made me 
suspicious of too smooth a course through 
those early years; because if we know any- 
thing about human development, it is that 
we do not yet know how to bring up em- 
otionally healthy human beings. Therefore 
the apparently smoothly adjusted youth and 
adolescent and young adult is usually a si- 
mulacrum of health,:and not the genuine 
article. This I believe firmly to be true, in 
the present state of our culture. One is 
constantly finding hints of serious trouble 
underneath the surface of a well compensat- 
ed, productive, creative, and well-adjusted 
man or woman. What we lack is a magic 
mirror which would make it possible for that 
individual to look ten or twenty years into 
the future, to see the price that he will pay 
for this same nagging problem, which he is 
able to lock up in a water-tight compartment 
today.”—Lawrence S. Kubie, loc. cit., p. 568. 


5. “The referring doctor must realize 
that a certain small proportion of patients 
whom he refers for psychiatric examination 
and therapy will explode into something 
serious, almost as soon as they are seen. 
This has happened to every psychiatrist I 


know, despite every effort at tact. Indeed 
tact itself can touch off an explosion.”—L. 
S. Kubie, loc. cit., p. 568. 


6. “Those internists, surgeons, and ge- 
neral practitioners who are most interested 
in psychiatry, who read about it, who like to 
discuss the psychiatric implications of their 
patients with their psychiatric colleagues, 
are sometimes the very ones who unwittingly 
do a lot more damage. They do this damage 
in one of several ways. Sometimes they hold 
on to their patients too long in the effort to 
treat them themselves. Sometimes they try 
to short-cut the whole process of treatment 
by confronting their patients with blunt in- 
terpretations of the meanings of their symp- 
toms, without considering the explosive 
after-effects of such precipitate insight. 
Here again if they will keep in mind certain 
simple common-sense rules they can avoid 
difficulty. Long ago the late Dr. William 
Alanson White, then the Director of St. 
Elizabeth’s Hospital, said, “Never tell a 
patient that two and two is four. If he 
thinks it is three or five, he has to think this: 
and if you try to tell him the obvious, you 
will either waste your breath or you will 
precipitate him into a serious emotional 
explosion.” The Psychotherapeutic job is 
patiently to find out why that patient has to 
believe that two and two make three or five; 
and once you and the patient have discovered 
why he has had to believe such a thing you 
will find that he has discovered for himself 
that it makes four, and you never need to 
tell him.”—L. S. Kubie, Bulletin of New 
York Academy of Medicine, p. 572. 


7. “It means that whenever a patient 
cannot see the obvious he must need his 
blindness. More than that, it means that the 
truths about themselves which patients 
discover as the fruit of painful weeks and 
months of treatment, may have been quite 
obvious to all his friends and relatives and 
physicians for years. Indeed these well- 
meaning individuals may say, “I could have 
told you that before you ever went to treat- 
ment. You did not have to go to anybody to 
find that out.” This is an understandable 
comment but it misses the whole point of 
psychotherapy. It is not the truths we dis- 
cover that make us well: it is the removal 
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of the blinders which obscured the truth.”— 
L. S. Kubie, Bulletin of New York Academy 
of Medicine, p. 572. 


8. “If a patient can use common-sense 
advice effectively, no more is needed: and 
our patient cannot have been very ill. When 
it rolls off the proverbial duck’s back, then 
that duck is ill and needs technical help just 
as early as it can be brought to bear.”—L. S. 
Kubie, Bulletin of the New York Academy of 
Medicine, p. 572. 


9. “Fatigue is a prominent complaint of 
what might be called “the business man’s 
syndrome,” in which, because of an early 
deep-seated feeling of inadequacy, the de- 
fense mechanism of overcompensation comes 
into play and the individual seeks and 
obtains success in a rather compulsive 
fashion. Finally, decompensating psychol- 
ogically after years of wearing themselves 
out in such a fashion, they fall into a fatigue 
state or a true depression. To such aggres- 
sive business men who are constantly on the 
rush the sense of fatigue is so foreign that 
when they experience it they immediately 
come to the conclusion that they have a 
serious physical disease.”—-H. E. Harms, 
The Medical Clinics of North America,— 


March, 1952., p. 314. 


10. “What remedy, then, can be found 
for the physical and psychological debacle 
of the twentieth century. The answer is 
provided by the word leisure, yet extremes 
are difficult to avoid and dangerous when 
they develop. Today the brain worker is 
starved of leisure, that time for unhurried 
thought, which is his life blood, while the 
manual operative is surfeited with time 
which he has not learned to employ to his 
best advantage, or to that of the society of 
which he is a unit. The former cannot pro- 
duce what he would wish, while the latter, 
like the Romans of old, is forced to demand 
more and more spectacles or distractions. 
Both mental and manual worker, the one 
through denial of opportunity, the other 
through lack of education, may with justice 
echo the lament of the dying Cecil Rhodes; 
“So much to do, so little done.” The Lancet, 
July 29, 1950., p. 173. 


11. “A physician should not react to a 
refusal to accept an obvious diagnosis by 
feeling that a direct assault has been made 
on his medical integrity. The patients re- 
jection of the diagnosis may be necessary to 
his psychological health and the matter 
should not be forced, except when his at- 
titude is dangerous to the patient’s life.”— 
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Franklin G. Ebaugh, M. D. and Robert H. 
Barnes, M. D. American Practitioner, April 
1952., p. 40. 


12. “It may be stated briefly that the 
same general observances are true of all 
other deviant types of sexual behaviour. The 
general public, recoiling from some abnormal 
from of sexuality, may designate the man 
who shows it as a degenerate and a pervert, 
and claim that he has “bad blood” in his veins 
and that he comes from a rotten stock. 
Science must state, in contradiction, that 
there is no evidence whatsoever that such 
deviations are inherited, and that all our 
information points to happenings in the pre- 
puberty years as the real causes of de- 
viations in sexual behaviour.’”—D. Ewen 
Cameron, Modern Practice in Psychological 
Medicine ,1949., p. 226. 


13. “It is still commonly believed in our 
society that sexual activity is first establish- 
ed after puberty, and that the secondary 
sexual characteristics are the heralds of the 
opening sexual life. The natural corollary 
is that any sexual activity which takes place 
before this is evidence of abnormality, and 
the layman universally evaluates sinfulness 
on the part of the child as a gross reflection 
upon the atmosphere in which his parents 
have brought him up. These concepts are 
fanciful and represent the absurd muddle 
into which a society can fall when it has for 
long been concerned with how it considers 
human beings should behave rather than 
with how they actually do conduct them- 
selves. The exten of divergence between con- 
vention and reality is a measure of the po- 
tential harmfulness of these currently held 
beliefs.” — D. Ewen Cameron, loc. cit., 
p. 226-227. 


14. “A typical situation is one in which 
the wife, from the outset of marriage, has 
been unable to gain sexual satisfaction, 
usually because of anxieties concerning sex 
instilled during her own childhood. The 
matter becomes one of increasing friction 
between husband and wife, and the former 
ultimately seeks satisfaction elsewhere. The 
wife then raises the age-old cry that the 
husband does not care for her for her own 
sake, but simply wants to use her as a means 
of sexual satisfaction, and then, by illogical, 
but very human extension declares: “All 
men are brutes; every one of them wants to 
make use of women.” The marriage becomes 
a battleground, with the mother turning to 
the girls as her allies, and at the same time 
indoctrinating them with this fear of sex and 
therefore, of men; “I never want you to go 
through what I have had to endure.” In this 
way sex fear, with accompanying hostility, 
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frigidity, and other neurotic mechanisms, 
may be perpetuated down through several 
generations.”—D. Ewen Cameron, loc. vit., 
p. 230. 


15. “Fairly widely held are the beliefs 
in the curative values of the sexual inter- 
course, at least so far as those suffering 
from a psychoneurosis are concerned. Ro- 
bust-minded laymen, as well as a certain 
number of physicans, are inclined to give 
the indecisive woman in her thirties, haras- 
sed with sex shame and sex anxiety and yet 
longing for expression and affection, the 
hearty advice to pick the boyfriend she likes 
best and go away with him for a long week- 
end. It is hardly possible to overstate the 
uselessness of such advice and the damaging 
effet it may have, for a primary objective 
here must be the alleviation of the neurosis, 
and the patient should be strongly advised 
that she must first be well before she at- 
tempts to make decisions about the possible 
rearrangement of her sexual life.” —D. Ewen 
Cameron, loc. cit., p. 232. 


16. “In contrast, when, for example, a 
girl has been brought up in a home in which 
sex aniety and sex shame have been imparted 
to her, either by explicit statement or im- 
plicitly through the silence, aversion, and 
withdrawal with which sexual topics are 
treated, it is probable that she will experience 
considerable and, possibly, lasting diffi- 
ulties.”—D. Ewen Cameron, loc. cit., p. 233. 


17. “As a rule complaints of mild uni- 
lateral deafness with or without tinnitus and 
mild dizziness are not thought to be too 
significant in the average adult and are 
usually attributed to some benign aural 
condition. If the physician will look for 
nystagmus, check coordination and examine 
the corneal reflexes carefully, and, in ad- 
dition, have audiometric and caloric studies 
done on such patients, the diagnosis of 
acustic tumor can be made earlier in the 
course of its development and the patient 
will be a better operative risk.” —H. H. Mer- 
ritt & S. Cartes, American Pract. April 1952. 
p 36. 


18. “About 40% of brain tumors are 
relatively benign. With careful surgery 
about 25% of the patients with such lesions 
can be expected to survive ten years or more 
and 70% can be expected to return to work 
temporarily. Unfortunately, even the so- 
called benign tumors may be awkwardly si- 
tuated so that they cannot be completely 
removed without excess damage to adjacent 
structures.”—H. H. Merritt & S. Carter, loc. 
cit. p. 37. 


19. “People with largely unhappy 
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human experiences tend to assume that every- 
one will betray, cheat, desert or rebuff them 
— hence a pervasive attitude of misan- 
thropy which looks like a trait of character.” 
—Dr. Scott, The Lancet, Nov. 25, 1950, p. 602 


20. “Compatibility of temperaments is 
not a factor any one can predict in advance 
of marriage especially when bemused by 
desire. But the ability to make a marriage 
work, turns perhaps less on compatibility 
than on a talent for enjoying half a loaf, 
and a good grasp of the principle that 
personal happiness is not a right but a bit 
of luck.”—Lancet, May 3, 1£52, p. 919. 





Clinical Notes From Medical 
Grand Rounds * 


Temporal arteritis is a well-defined syn- 
drome that is probably more common than 
generally realized. It occurs primarily in later 
life and is characterized by persistent local- 
ized head pain, usually in the region of one 
or both temporal arteries or their branches, 
but the occipital vessels may be involved as 
well. The affected arteries are swollen and 
tender. There may be blindness from involve- 
ment of the ophthalmic artery ; other arteries 
throughout the body may also be involved. 
Systemic manifestations such as fever, 
weight loss, anema, and a high sedimentation 
rate, are common. Characteristic granulo- 
matous changes about the artery are seen on 
biopsy. There is usually a prompt response 
to therapy with cortisone. As a general rule, 
temporal arteritis is a self-limited disease, 
spontaneous remissions occurring in a few 
weeks or months. There is, however, a mod- 
erate mortality rate (about 12.5 per cent). 


*Reprinted by permission of the New England Medical Center. 





Enzymatic Lysis of Respiratory . . . 
(Continued From Page 124) 


non-hemolytic streptococcus. These or- 
ganisms apparently were unable to bring 
about any lysis even in sputum. When 
Streptokinase-Streptodornase was used the 
sputum definitely liquified. 

Streptokinase-Streptodornase has _ not 
been used too successfully in bronchiectasis, 
and this report is not advocating that it is 
a remedy for this disease. However, in cases 
where the sputum is thick and ropy, and 
where the organisms apparently cannot 
liquify the secretions, it is worth a try to 
reduce the tenacity of the sputum with this 
preparation. The relief for the patient is 
amazing when they are able to get the se- 
cretions out without strangling. 
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THE TREATMENT OF INTRA-ORAL CARCINOMA#* 
By James M. Ovens, M. D., F. A. C. S., F. I. C. S., 


Diplomate American Board of Surgery, Phoenix 


INTRODUCTION 


The treatment of intra-oral carcinoma 
is one of the gravest problems facing the 
oncologist today. Approximately two out of 
three patients now afflicted with malignant 
disease of these parts will die from this 
disease. Any revolutionary improvement in 
these statistics will depend upon entirely 
new concepts of therapy. Great strides are 
being made in experimental work and re- 
search on new forms of therapy. Today, 
however, the clinical therapist has at his 
disposal, four essential modes of therapy 
for the treatment of intra-oral carcinoma. 
These are: 


Surgical Excision _ 
X-ray Therapy: 
A. Intra-oral 

B. External 
Radium Therapy: 


A. Interstitial 
B. Mold 


4. Electro-desiccation or Coagulation 


The highest degree of judgment is neces- 
sary in order to determine which of these 
types of treatment should be used. For 
example, squamous cell carcinoma of the 
tongue can be most efficiently treated by 
X-ray, Radium, or Surgery, depending upon 
the location and extent of the primary tumor 
in the tongue, as well as upon whether or 
not, regional metastases have occurred. A 
more intelligent understanding, meticulous 
evaluation of the tumor type and extent, 
and selection of the form of therapy to be 
used, will mean a marked improvement in 
the end results of intra-oral carcinoma 
therapy. 

The topics to be dealt with in this pre- 
sentation are squamous cell carcinoma of the 
buccal mucosa, gingiva, tongue, floor of 
mouth, and hard and soft palate. Brief 
mention will be made of the therapy of 
carcinoma arising in the tonsillar areas. No 
mention will be made of the therapy of 
tumors arising from the lips, mandible, 
maxillae, or oropharynx, as these are not 
primarily within the scope of this pre- 
sentation. 

There is some difference in the therapy 
of the several varieties of intra-oral ma- 


lignancy, such as adenocarcinoma, malignant 


*Read at Sectional Meeting of the American College of Sur- 
feons, Tucson, Arizona, April 7-8, 1952. 
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mixed tumor, so-called muco-epidermoid, car- 
cinoma, lympho-epithelioma, adenocystic 
tumor, and sarcoma. These tumors, however, 
represent but a small percentage of intra- 
oral malignancy. They will not be considered 
separately in this discussion. For practical 
purposes squamous cell carcinoma can be 
considered to be the malignant intra-oral 
tumor considered at this time. 


PROPHYLAXIS 


The prophylaxis of intra-oral carcinoma, 
the treatment of benign tumors, and other 
pre-malignant conditions, is not strictly 
within the scope of this discussion. A word 
should be said, however, concerning certain 
sound principles to follow in prophylactic 
therapy. These principals can be outlined 
briefly as follows: 


1. Avoidance of unnecessary chemical 
irritation. (Excessive smoking, 
chewing of tobacco, etc.) 

Avoidance of unnecessary me- 
chanical irritation. (Dental con- 
ditions causing irritations, etc.) 

. Vigorous treatment of all leuk- 
oplakia, particularly extensive leuk- 
oplakis of sudden onset. 

Biopsy of all non-healing ulcers, even 
despite the presence of positive se- 
rology. 

Removal of all benign tumors, pre- 
ferably by excisional biopsy. 


CARCINOMA OF THE BUCCAL MUCOSA 


Small tumors of the Buccal Mucosa are 
best treated by adequate surgical excision 
and primary closure. X-ray therapy, how- 
ever, may also be used. When surgically 
excised, the excision should be wide of the 
tumor by a generous margin on all aspects, 
including the deepest aspect of the tumor, 
which is where the margin is usually the 
least. X-ray therapy can be by means of an 
intra-oral cone or a small, single, external 
portal. In using the intra-oral method 140 
KV therapy is needed. Care should be taken 
to shield the teeth from the rays. 

Moderately advanced carcinoma of the 
buccal mucosa is at the present time excel- 
lently treated by means of radium therapy. 
For this, interstitial low intensity radium 
needle implant is done. When this is em- 
ployed, the growth is electro-desiccated down 
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nearly to the level of the surrounding tissue. 
This is so, particularly, if the growth is of 
the exophytic, or fungating type. If possible, 
a one plane implant is done. This insures a 
more homogeneous irradiation than a two 
plane implant. A two plane implant may 
be neccesary if the residual tumor, after 
desiccation, exceeds a thickness of 1 cm. by 
an appreciable distance. 

In the more extensive lesions, the most 
considered judgment is needed. These tu- 
mors are well treated by means of an in- 
terstitial radium implant combined with 
single port external irradiation. By such a 
combination of irradiation therapy a high 
homogeneous dose is possible with a minimal 
amount of skin and mucous membrane re- 
action. If no palpable metastatic adenopathy 
is present in the neck, the patient can be 
observed safely for evidence of later me- 
tastasis. 

In the very large buccal mucous mem- 
brane lesions, surgery alone, or in com- 
bination with irradiation, is indicated. This 
problem must be attacked with one main 
factor in mind. This is the complete excision 
of the carcinoma despite the resultant cos- 
metic effect. One should have his attack 
well outlined before starting surgery, so that 
if at all possible primary lining flaps may 
be constructed at the time of the immediate 
surgery. In doing a radical excision of a 
large carcinoma of the buccal mucous mem- 
brane, it would be sound judgment to do 
an incontinuity radical neck dissection. 

Special mention should be made of tumors 
occupying the gingivo-buccal area. Many 
of these tumors are of the extremely ver- 
rucous type. They may arise in pre-existing 
leukoplakia. These tumors tend to be radio- 
resistant'. They are relatively sharply de- 
marcated and best results are obtained when 
they are treated by surgical means. When 
large, an incontinuity radical neck dissection 
should be done, along with resection of the 
buccal lesion and involved mandible. 

Should one do a prophylactic radical neck 
dissection, a period of from six to eight 
weeks should elapse between the treatment 
of the primary lesion, and the prophylactic 
radical neck dissection. This allows any 
tumor cells which may be on their way to 
the cervical lymph nodes enough time to 
complete their voyage”. There is no reason, 
however, for routinely doing a prophylactic 
radical neck dissection in early or mo- 
derately advanced lesions’. 

The important factor, insofar as _ ir- 
radiation therapy with X-ray or Radium is 
concerned, is the deliverance of a tumor dose 
of from 6000 to 9000 reontgens to the tumor. 
This is done even if the tumor appears to be 
extremely radio-sensitive and to melt away 
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with a smaller dose. An adequate area of 
surrounding tissue should also be included 
in the treated area. The greatest degree of 
pathologic evaluation, meticulous planning, 
careful positioning, and calculated dosim- 
etry, is necessary for the cure of intra-oral 
carcinoma by irradiation therapy. 


CARCINOMAS ARISING IN THE 
FLOOR OF THE MOUTH 


Lesions involving the floor of the mouth 
are notoriously prone to infiltrate much 
father than is suspected or believed. This 
should be borne in mind in the treatment of 
cancer in this area. 

Carcinoma of the floor of the mouth, in 
its anterior aspect, is best treated primarily 
by irradiation. A volume type of radium 
implant is effectively employed. This is 
preferable to external X-ray therapy. The 
smaller lesions can be cured by either met- 
hod. The more advanced lesion may require 
a combination of irradiation and surgery. 
After radium therapy, one finds the sur- 
rounding tissues in a much better condition, 
for the type of surgery to be employed, than 
when external irradiation has been used. 
Because of their anterior location, many of 
these lesions are technically impossible to 
treat adequately by intra-oral therapy. 

Lesions involving the floor of the mouth 
and extending into the mandible should be 
treated primarily by surgical means‘. A 
resection of the involved floor of the mouth, 
mandible, and an incontinuity neck dissection 
is done. When extremely large, preoperative 
irradiation should be given. Many of these 
lesions of the floor of the mouth when first 
observed, involve the side and base of the 
tongue, and a combined method of treatment 
of the tongue and the floor of the mouth 
is necessary. 

For lesions situated posteriorly on the 
floor of the mouth and in the tonsillar region, 
a tongue-pterygoid two plane radium implant 
is very good’. Mention of this classical im- 
plant will be made later. It is an excellent 
means of treating certain lesions on the 
lateral margin of the posterior tongue, pos- 
terior floor of mouth, and tonsillar area. 

When surgery is done for carcinoma 0 
the floor of the mouth, an incontinuity ra 
dical neck dissection should be done, wit! 
resection of the involved mandible. This i: 
perferred to the pull-through type of pro 
cedure where the ramus of the mandible o: 
a portion of it is left intact. It is preferred 
because a high percentage of the lymphatics 
draining this area infiltrate through th: 
mandible or its periosteum *, ’. 


CARCINOMA OF THE TONGUE 
Carcinoma of the tongue represents one 
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of the most serious intra-oral malignant 
growths. Metastases may take place early, 
and to distant points. 


The anterior portion of the tongue is the 
portion anterior to the circumvallate papilla. 
It arises from the first and second branchial 
arches. This anterior part is the seat of a 
more differentiated type of carcinoma than 
the posterior portion of the tongue. From 
the circumvallate papillae posterior, the 
tongue arises from the third and fourth 
branchial arches. This part of the tongue is 
the seat of a more anaplastic type of cancer. 
These tumors frequently have much lymphoid 
tissue in their composition. The region 
around the foramen caecum arises from the 
tuberculum impar. Cancer, in this region, 
is practically unknown‘. 


The knowledge of these facts aids some- 
what in the selection of the best form of 
therapy for the various malignancies of this 
organ. The size of the primary tumor is most 
significant. The amount of differentiation 
of the tumor also affects the prognosis and 
the type of therapy to be employed. 


Carcinoma of the tip of the tongue, when 
very small, can be adequately treated by 
local excision of this tumor. It should be 
borne in mind, however, that wide local 
excision should always be done. Large 
portions of the tongue may be removed with 
very little, if any, post-operative disability 
resulting. 

For the larger tumors of the tip of the 
tongue, particularly in the midline, in- 
terstitial radium implantation gives more 
satisfactory results. This interstitial radium 
implantation is preferred to X-ray therapy, 
because positioning and maintaining the tip 
of the tongue without motion, during the 
entire therapy, is very difficult. Prophylactic 
neck dissection is not necessary with these 
small lesions. 


Tumors located father back, and along 
the lateral aspect of the tongue, may be si- 
tuated more on the dorsum of the tongue, 
or on the undersurface of the tongue in- 
volving the floor of the mouth. When no 
metastasis are present in the neck, these 
lesions may be treated by external ir- 
radiation, or by a volume-type of radium 
implant. This may be followed in six to eight 
weeks by a prophylactic radical neck dis- 
section, if no nodes are present. 

When metastatically involved lymph 
nodes are present and palpable, surgical 
therapy is used and an incontinuity neck 
dissection may be done. This more radical 
hemiglossectomy in continuity with resection 
of the mandible and radical neck dissection, 
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is the treatment of choice at this stage. It 
may be necessary to employ this means of 
therapy, as an adjuvant to primary ir- 
radiation therapy, for one of two reasons. 


1. There be residual tumor remaining 
after therapy. 


2. The tumor dose delivered may have 
been so large that although the 
primary tumor has been destroyed, 
removal of the involved area may be 
necessary, in order to treat radio- 
necrosis which may be present, or 
prevent future radionecrosis or pain, 
from occurring. 


When a malignant tumor occupies the 
midline of the tongue in this area, a volume 
type of radium implant is excellent therapy 
for the primary lesion. 


Lesions of the base of the tongue, that 
is the area posterior to the circumvallate 
papilla are usually treated by means of 
external irradiation with two lateral portals. 
Either 200 or 250 KV therapy is used. If the 
lesion is in the midline or its immediate 
proximity, equal dosage is delivered to either 
side. If the lesion is to one side of the mid- 
line, a correspondingly greater dosage is de- 
livered to that side. 


Lesions involving the lateral aspect of 
the tongue, in the tonsillar area, with or 
without extension upward along the pillars, 
are very well treated by the classical tongue- 
ptergoid type of interstitial radium implant. 
This consists of two planes of radium ne- 
edles, one in the tongue and one in the ptery- 
goid plane, sandwiching between them, the 
primary tumor growth °. 


It is well to mention that in the posterior 
portion of the tongue most of the tumors are 
very anaplastic and primary surgery is not 
the therapy of choice for these lesions. 
Surgery may be employed for excision of 
radio-resistant or radio-recurrent lesions of 
the base of the tongue, however. These le- 
sions melt rapidly with radium or X-ray 
therapy, sometimes with only 3000 to 4000 
reontgens being required. One should not 
be misled by this, however, and should give 
a full tumorocidal dose of 6000 to 9000 re- 
ontgens. Closer to 9000 reontgens is the 
wiser policy. 

Treatment of the neck nodes is practically 
always necessary for the cure of these le- 
sions. This may be done prophylactically for 
lesions on the lateral border of the tongue 
in its mid third and posterior third. When 
the lesion is in the midline of these sections 
of the tongue and bilateral metastases are 





Page 132 


probable, one should wait for them to appear 
before proceeding with radical neck dis- 
section. 


CARCINOMA OF THE HARD AND 
SOFT PALATE 


The treatment of carcinoma of the hard 
palate in the very early stages can be carried 
out excellently with intra-oral irradiation 
using 140 KV therapy. This is only ap- 
plicable to the very early cases and is not 
suitable for tumors in the extreme anterior 
portions of the hard palate. Here these 
small lesions can be excised or electro-desic- 
cated. In this location irradiation can be 
best performed with a radium mold. Before 
doing this, the teeth, at least in the im- 
mediate vicinity, should be extracted, and a 
satisfactory mold prepared. 

Except in the very early cases, the most 
satisfactory primary method of treatment of 
hard palate cancer is by means of surgery. 
Local excision can be performed in the 
earlier cases. In the more advanced cases 
radical surgery is necessary. This is par- 
ticularly so if there is erosion extending into 
the floor of the nose or into either of the 
maxillary sinuses. When very extensive 
surgical therapy such as this is indicated, 
external approach by means of a Fergusson 


incision or one of its modifications is the 
method of choice. 

Facial disfigurement, after these oper- 
ations, has been reduced to a minimum. Ne- 


vertheless, it is still considerable. This 
however, is to be preferred to other single 
means of treating these tumors—such as 
four to six port external irradiation, or 
transpalatal antrotomy, followed by radium 
therapy. These tumors may be completely 
eradicated by irridiation therapy, however, 
the pain which sometimes follows may be 
quite unbearable. In the debridement type 
of surgery which frequently must follow 
tumoricidal irradiation, wound healing does 
not take place satisfactorily. Preliminary 
tumorostatic irradiation with approximately 
4000 reontgens tumor dose, is excellently 
employed pre-operatively. 

Carcinoma of the soft palate, is not a 
common condition. When present, it is 
usually seen fairly early. The tumor is 
usually an anaplastic, radio-sensitive, type 
of squamous cell carcinoma and can be 
treated by means of intra-oral, 140 KV 
therapy, or by two portal external means. 
Interstitial radium implant of the soft 
palate may be employed. 


SUMMARY and CONCLUSIONS 


Intra-oral X-ray therapy, external X-ray 
therapy, interstitial low intensity radium 
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implant, radium mold, local conservative 
excision, local radical excision, or excision 
with incontinuity radical neck dissection, 
all piay an important part in the treatment 
of intra-oral carcinoma. Each has its ap- 
propiate indication. In several instances, 
one form of therapy may be equal to a dif- 
ferent form. The method of choice may 
depend entirely upon the attending phys- 
ician. Generally, however, each method has 
its own indication, despite the individual 
physician’s training or preference. In many 
instances, a combination of one or more 
methods mentioned is the therapy of choice. 

Therapy should be institued early in the 
course of the disease. 

Irradiation therapy, whether in the form 
of X-ray therapy or radium therapy, should 
deliver a tumoricidal dose of between 6000 
to 9000 reontgens. The greatest degree of 
planning, positioning, and calculated do- 
simetry, is necessary for the cure of intra- 
oral carcinoma by irradiation therapy. 

Surgical therapy should be adequate and 
should be directed primarily towards com- 
plete removal of the tumor, and at times, 
as previously noted, the regional nodes, with 
only secondary regard for cosmetic or func- 
tional effect after the tumor is removed. 

An improvement in the present cure rate 
of intra-oral carcinoma can be expected with 
a better understanding and utilization of the 
various methods of therapy proved and 
available today. 
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Clinical Notes From Medical 
Grand Rounds * 


_ Amyloidosis may at times be diagnosed b} 
biopsy of the gums inasmuch 2 this area i 
a common site of amyloid deposits. 


*Reprinted by permission of the Bulletin of the New Englani 
Medical Center. 
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A CASE OF OBSTRUCTION OF THE DUODENUM 
RESEMBLING SUPERIOR MESENTERIC 
ARTERY SYNDROME 


By Douglas D. Gain, M. D., Phoenix and A. R. Uzel, M. D., New York 


This is a case of partial obstruction of 
ae transverse or third portion of the duo- 
enum. The etiology in this case was a 
enign polyp of the duodenum large enough 
o obstruct the lumen of the bowel, but the 
adiological aspect strongly resembled that 
f so-called superior mesenteric artery syn- 
rome due to compression of the same 
vortion of the duodenum by vascular pedicle 


Figure I 


crossing the bowel at this site. (See Figure 
I.) Feldman described this condition under 
stasis and dilatation of the duodenum. The 
necropsy incidence is reported to be ap- 
proximately .06 per cent and the roentgen 
incidence approximately 1.5 per cent. 
Duodenal stasis may occur at any age. The 
sex distribution is equal. 


NORMAL DUODENUM 


The normal duodenum has no mesentery 
but is fixed posteriorly by the peritoneum. 
Anatomically the duodenal curve assumes 


the shape of a horseshoe or letter “C’”. At 
times two other forms may be seen “V” or 
“U” shape. The “C” shape is generally pre- 
served in duodenal stasis. The proximal 
portion of the duodenum is quite free. The 
terminal portion is fixed at the level of the 
second lumbar vertebra at the level of the 
ligament of Treitz. The third part of the 
transverse portion of the duodenum passes 
under the root of the mesentery in close 
proximity to the spine. Albrecht found that 
under normal conditions this third portion 
of the duodenum has a flattened circumf- 
erence. 


CONSTRICTION 


The constriction thus produced is in- 
creased by slight anatomical variations or by 
certain pathological conditions. According 
to Wilkie, any factor that lessens the angle 
between the superior mesenteric artery, the 
aorta and the vertebral column through 
which the duodenum passes causes some 
degree of duodenal compression. Compres- 
sion of the duodenum by the mesenteric ves- 
sels is one of the chief causes of duodenal 
stasis, and according to Bockus (Feldman) 
75 per cent of cases of duodenal stasis have 
been attributed to this factor. Intrinsic 
lesions within the duodenum are (1) con- 
genital abnormalities; (2) kinks, bands and 
adhesions; (3) abnormal mobility of the 
duodenum; (4) changes in the mucosa, duo- 
denitis and hypertrophy; (5) hypertrophy 
of the muscle; (6) ulcer; (7) diverticulum; 
(8) tumor; (9) foreign body such as gal- 
Istones, trichobezoar, etc. Ptosis of the 
stomach and intestines are considered an 
important factor. Gastroptosis may produce 
changes in the duodenal angle. The asthenic 
type, tall and slender, with visceropotic 
habitus most often has this condition. Ac- 
cording to Bockus, duodenal dysfunction 
may be seen in visceroptotic patients. 


EXTRINSIC CONDITIONS 


The extrinsic conditions in duodenal 
stasis are (1) pressure from a dilated gall- 
bladder or one filled with stones; (2) 
pancreatic tumor or anomaly; (3) large 
sized diverticulum; (4) enlarged glands; 
(5) movable ptotic right kidney; (6) tumor; 
(7) abdominal aortic aneurysm. Duodenal 





Page 134 


stasis may be caused by a reflex phenomenon 


also in the abdomen. Gallbladder disease is, 


a common causative factor. Duodenal ulcer, 
chronic appendicitis, irritable colon and 
other abdominal conditions may cause reflex 
duodenal stasis. Stasis may occur in any 
portion of the duodenum or at the duodeno- 
jejunal juncture. It is most frequently ob- 
served in the second and third portions. The 
most common site of obstruction occurs at 
the crossing of the superior mesenteric ar- 
tery. 


COMMON SYMPTOMS 


The most common symptoms of duodenal 
stasis are great distress after eating, a full 
feeling after only a little food is taken, 
nausea, vomiting which gives relief, and less 
frequently attacks of pain. These symptoms 
are alleviated only moderately by alkalis 
and are not relieved by eating and are ag- 
gravated by coarse foods (Golden). Patients 
are frequently undernourished and neuras- 
thenic. The symptoms may be precipitated 
by overwork, nervous strain or debilitating 
illness (Taylor). Chronic duodenal ob- 
struction is most frequently seen in young 
adults but is also encountered in newborn 
infants and in middle life. The differenti- 
ation between duodenal stasis due to a 
functional disorder and that due to a pe- 
ritoneal anomaly may be very difficult. 
Either may complicate the other. 


DUODENAL STASIS 


The following case represents duodenal 
stasis or obstruction caused by an intrinsic 
lesion, found to be a benign mucosal polyp: 

Mr. W. M., a 50 year old white male, 
complained of nausea and vomiting off and 
on for several years. There was some epi- 
gastric distress and sour eructation. The 
patient had lost twenty pounds in weight 
in the last few months. His appetite was 
good. There was history of constipation with 
the use of considerable laxatives. Patient 
complained of flatulence. Gastro-intestinal 
examination was performed on 4-26-51 on 
this patient and was found to be as follows: 


The esophagus showed no cardiopasm, 
filling defect or displacement.. The 
gastric mucosa was smooth and pliable. 
There was no evidence of ulcer or in- 
trinsic filling defect of the stomach. 
There was no pylorospasm. The duo- 
denal bulb was examined and was quite 
large. There was no evidence of ulcer 
of the duodenum. Spot films were 
made using the serialograph with and 
without pressure. It was noted that 
there was considerable dilatation of 
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the descending and proximal trans- 
verse portion of the duodenum with 
sharp cutoff at the region of the su- 
perior mesenteric vessels. (See Figure 
I.) Although there was no retrograde 
peristalsis, there was hypomotility and 
the barium in the descending duodenum 
was not seen to move during the fluor- 
oscopy. Bucky grid films were made in 
the prone, supine and lateral positions, 
and these confirmed fuoroscopy. It 
was felt that this should be considered 
as a superior mesenteric syndrome 
unless proven otherwise. At five hours 
the stomach was empty except for 
faint gastric residue with the head of 
the barium column in the ileocecal 
region. 


Complete blood count and urinalysis were 
as follows (on 5-9-51) : 


URINALYSIS 


Character 
Reaction 

Specific gravity 
Albumin... «= negative 
negative 


COMPLETE BLOOD COUNT 


a» 2... eee 

= 4 ae 
Reo... 143 ae, Bee 
Color index... . 0.99 


Physical examination was essentially 
negative. Temperature 98.0°; pulse 74, res- 
pirations 20. 

This patient was taken to surgery on 
5-9-51. Under general anesthesia, the ab- 
domen was opened with a right rectus in- 
cision. The stomach was normal as well as 
the upper portion of the duodenum. However, 
in the horizontal portion of the duodenum 
there could be felt a tumor mass. The 
doudenum was opened and this proved to 
be a fairly large polyp. This polyp was 
causing an intermittent obstruction and di- 
latation of the proximal portion of the 
duodenum. The mass was removed in toto 
and hemostasis was carefully secured. The 
duodenum was closed. 


Pathological report (5-10-51) : 


GROSS: The specimen consists of a pinkish 
piece of tissue measuring 3.5 x 2.5 x 2 cm. 
It is covered with a normal pinkish mucosa 
and has a loose filerous stalk. This appears 
to be a benign polyp in the gross specimen. 
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MICROSCOPIC DIAGNOSIS: Benign glan- 
dular polyp of the duodenum. (See Figure II) 

The patient’s recovery was uneventful, 
and he has had no further complaints since 
operation. 


Sa 


Figure II 


An interesting fact in this case is the 
strong resemblance to a superior mesenteric 
artery syndrome, whereas intrinsic lesion 
with obstruction due to polyp of the duo- 
denum was found at operation. The in- 
cidence of benign tumors of the duodenum 
according to Feldman is approximately .02 
per cent. Among all the benign tumors of 
the small intestine, the duodenum is only 
involved in about 15 per cent of the cases. 
Benign duodenal tumors are usually single, 
smooth, small in size but occasionally reach 
large proportions. They are sessile or pe- 
dunculated, most often the latter; and if 
cystic are unilocular or multilocular. These 
tumors more often involve the first portion 
but do occur in other segments. They may 
be intra- or extra-duodenal, the intra- 
doudenal predominating. An analysis of 
histological types in 100 cases revealed 42 
adenomas, 16 myomas, five cysts, two papil- 
lomas, three fibromas, five lipomas, seven 
angiomas, five polyps, nine miscellaneous 
and six non-specified. Intussusception is a 
frequent complication but did not occur in 
our case. Carcinomatous degeneration may 
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occur as well as hemorrhage. The condition 
is frequently diagnosed as an ulcer. Duo- 
denal tumors do not often produce obs- 
truction, but in this particular instance the 
size of the tumor and its location eventually 
resulted in intermittent obstruction. In 
Balfour and Henderson’s six cases, only one 
showed an obstruction. Golden attached im- 
portance in the emptying time as a dif- 
ferential point between prolapsing tumor 
from the stomach and one originating in the 
duodenal bulb. A six hour gastric retention 
favors a prolapsing tumor, whereas absence 
of retention favors a duodenal growth. 


FIRST CASE 


The first case of polyposis of the upper 
small intestine was first reported by Cru- 
veilhier in 1834 (quoted by Golden). Von 
Rokitanski was apparently acquainted with 
high-lying polypi for he reccgnized the fact 
that intestinal polyps might undergo malig- 
nant degeneration. Higgins in 1931 stated 
that papillomata are almost unknown in the 
jejunum and mentions five cases of benign 
tumors of the jejunum which he was able 
to find on reviewing literature as far back 
as 1835. Saint in a study of 57 cases of 
polypi at the Mayo Clinic found 13 occurring 
in the small bowel. Of these only one true 
adenoma was found in the duodenum. Rai- 
ford found 88 tumors, both benign and ma- 
lignant, of the small intestine in a review 
of 11,500 postmortem and 4,500 surgical 
cases at Johns Hopkins Hospital. Of these, 
21 were located in the duodenum and only 
seven were malignant. 


SUMMARY AND CONCLUSIONS 


This case history has presented findings 
that strongly resembled intermittent obs- 
truction of the duodenum due to extrinsic’ 
pressure by superior mesenteric artery pe- 
dicle. However, at exploratory laparotomy 
benign duodenal polyp was found. Patient 
was completely relieved by excision of this 
polyp. 
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EL PASO TUMOR CLINIC OFFERS MANY FACILITIES 


Cancer patients in El] Paso County can 
avail themselves of many facilities as well.as 
sickroom equipment through their physicians 
and the El Paso County Unit of the American 
Cancer Society. The ACS unit offers El Paso 
County Tumor Clinic, a loan closet and a 
bandage and dressings program. 

Of primary importance is the clinic which 
was the first of its kind in the United States. 
It is a diagnostic clinic which obtains its 
operating funds from the Texas Division of 
the American Cancer Society. Staff mem- 
bers are physicians from the El] Paso County 
Medical Society who serve without remune- 
ration. 

FINAL DIAGNOSIS 


Patients may be referred to the clinic by 
individual physicians where a final diagnosis 
is made and the best method of treatment is 
determined. Over 200 new cases were ad- 
mitted for diagnosis in 1951. In addition to 
the diagnostic. facilities, the clinic also has 
a full-time nurse who makes home visits to 
check on the progress of those patients who 
are unable to visit the clinic. 

Mrs. Johnnie M. Dinwiddie, R. N. is the 
nurse in charge of the clinic. She received 
her nursing training at Parkland Hospital 
School of Nursing in Dallas and served as 


surgical supervisor at Big Spring State Hos- 
pital. She was also head nurse in charge of 
the psychopathic section of the Denver Uni- 
versity Hospital and was also stationed,as a 
nurse with the U. S. Medical Corps at Wil- 
liam Beaumont Army Hospital in El Paso. 

The loan closet offers a solution to those 
indigent patients who are unable to buy such 
costly items as wheels chairs, crutches, hospi- 
tal beds and other needed equipment. These 
items are “lent” to the patients through the 
El] Paso ACS chapter upon the recommenda- 
tion of the physician. 


LOAN CLOSET 


The loan closet was begun in 1949 by the 
El Paso Business and Professional Woman’s 
Club and items have been in almost constant 
use since that time. The closet is kept at the 
Information Center of the American Cancer 
Society in El] Paso, 408 East Overland Street. 
The telephone number of the center is 3-0482. 

The surgical dressing committee of the 
ACS chapter makes bandages and dressings 
for tumor clinic patients. Over 7000 dress- 
ings were distributed during 1951. The dress- 
ings were made from discarded linen and cot- 
ton articles which ranged from pillows slips 
to men’s shirts. 





Certified Goat’s Milk 





Los Angeles. 





When treatment calls for goat’s milk — you'll be glad to know 
that we have an ample supply of finest quality CERTIF!ED 
GOAT’S MILK available for your patients. 
only suppliers of CERTIFIED MILK, CERTIFIED GOAT’S MILK 
and CERTIFIED FAT-FREE MILK between San Antonio and 
Our production is under the supervision of the 
El Paso Medical Milk Commission. 


PRICE’S Creameries, Inc. 


Price’s are the 











